Comment: It is thought that this patient is suffering from an atypical reticulosis, possibly lymphosarcoma or Hodgkin's disease or a manifestation of an extra-osseous myeloma. Dr R P Warin: I wonder if diffuse cutaneous mastocytosis could be excluded from the histology. I do not know if stains have been carried out to exclude the presence of mast cells. The clinical picture is similar to that described in the adult form of this condition.
Dr H R Vickers: This is a very striking case. In view of the length of time she has had the condition, the pruritus, the eosinophilia, the generalized infiltration of the skin, the severe degree of alopecia, the discrete palpable glands and the swinging temperature, my opinion is that she is suffering from Hodgkin's disease. Any or all of the above may occur before it is possible to establish a firm diagnosis and the fact that a gland biopsy may be negative does not exclude the diagnosis. Management is difficult and I wondered whether the cytotoxic drugs are justifiable in this type of case to relieve her symptoms.
Dr E J Moynahan: This reminds me of a case of exfoliative erythroderma. A man who had a slightly enlarged liver, and who in fact succumbed about six weeks after he was shown here. He had only two glandular lesions, one in a tonsillar gland and the other in a small gland situated in the mesentery near the wall of the small gut. There were several lesions of Hodgkin's in the spleen and liver but extensive involvement of the spinal vertebrae. Hodgkin's may be entirely extraglandular.
With regard to management, I would prefer to do nothing as long as the blood count remains satisfactory. Her pruritus might justify treatment, but if it is not too troublesome I would await events.
Dr H T H Wilson: I take it that no enlarged primitive white cells have been found in the blood count. I am thinking of the condition described by Sezary & Bouvrain (1938, Bull. Soc. franc. Derm. Syph. 45, 254) in which a leonine appearance of the face was the most striking clinical feature. I think in this case the clinical appearance is suggestive of this condition. Dr S Bleehen: There were no abnormal white cells found; the peripheral blood was normal.
Dr W N Goldsmith: I am inclined to agree with Dr Vickers. Have you considered treating her with fast electrons administered to the whole body surface by means of a linear accelerator? This is the best available method of irradiating the whole of the skin with rays too soft to damage the blood-forming organs. Dr S Bleehen: Not so far.
Dr B C Tate: I have had two cases of Hodgkin's disease with very large glands which 'melted' away with cytotoxic drugs, but the pruritus was not in the least alleviated.
Dr F Ray Bettley: We appreciate very much the comments which have been made; they fit in with the way we are thinking about this patient. At first I thought there might be some biochemical infiltrate of the skin but although we have as yet had no confirmation I think undoubtedly it must come within the group of Hodgkin's disease and lymphoma.
With regard to treatment, I think the greatest present requirement is to make her face look more normal; that is really her greatest burden, even more than the pruritus. We have been gradually inclining in the direction of the cytotoxic drugs, but we have given some X-ray treatment to a test area on the thigh with some improvement. Perhaps Members would be able to guide us as to how we are most likely to improve her facial appearance, whether this will be better achieved with local X-ray therapy or with a cytotoxic drug.
Dr H R Vickers: I attended a meeting of the British Institute of Radiology on February 14, 1963, at which superficial radiotherapy with electrons and 3-rays was discussed. The results of treating mycosis fungoides with electrons from an 8 MeV linear accelerator were particularly good and one feels that this may be a suitable case for this type of treatment. I gather that our colleagues working at St John's have some experience of this.
Postscript (April 1963): Repeated examination of the peripheral blood, as suggested by Dr Wilson, has revealed a few abnormal cells. Usually, they have been less than 1 % of total white cells, but on one occasion 6 % were counted. Although this is suggestive of Sezary's syndrome, these cells do not quite conform to Sezary's description, nor are they present in the skin.
A short course of prednisone, up to 40 mg daily for three weeks, produced no notable improvement. Superficial radiotherapy has been given to the face and the results of this are awaited. On examination: Stocky build, genitalia small. General examination otherwise normal. No enlargement of lymph glands, liver or spleen. The skin shows redness and scaling over most of the body apart from the hands, feet and a diamond-shaped area in the interscapular region.
The degree of redness and scaling varies from place to place and from occasion to occasion. In some areas there are continuous patches of redness and scaling, but on the backs of the shoulders and on the anterolateral aspects of the chest the eruption is lichenoid and reticulate. In addition there are numerous flat white scars 0 5-1 cm in diameter scattered over the trunk, with cribriform pitting. These are left by scaly inflammatory papules which become necrotic, crust and heal. Investigations: WBC 5,700, differential normal. Hb 16-0 g %. MCD 70 i. Serological tests for syphilis negative. Total serum proteins 7-6 g/ 100 ml, electrophoretic strip normal. Serum calcium, plasma inorganic phosphorus and plasma alkaline phosphatase normal. Urine: no albumin or sugar. Chest X-ray normal: no hilar adenopathy.
Histology
(1) Erythematous area: Slight loss of papillary pattern. Scanty lymphocytic and histiocytic infiltrate around the blood vessels of the upper dermis, extending in places into the basal layer of the epidermis.
(2) Papule: The epidermis is thickened. In the dermis there is a perivascular cellular infiltration composed principally of neutrophil polymorphs and large cells with pale basophilic cytoplasm and nuclei with reticulate chromatin.
(3) Scar: Epidermis plump. Histiocytes and lymphocytes are scattered diffusely in the upper dermis, with a few dense concentrations.
Comment: The case is difficult to classify but I fear that the patient may eventually develop a malignant reticulosis. General pathologists who have examined the sections say that the large pale cells are reticulum cells, but this does not necessarily spell disaster: in Sezary's reticulosis, reticulum cells are seen in the blood but the disease is relatively benign.
Dr P D C Kinmont: I have had a case exactly like this; we labelled it 'reticulum cell sarcoma'. It was a woman who had had papules on the face and arms which left white scars. She has been going on happily for twenty-four years without any treatment at all. I think the prognosis here might be quite good if it is left alone.
The following cases were also shown: 
